products it may be gained, on an interactive basis, from one of two sources and the correct choice of resource may be important for the type of reply required.
The Hospital Pharmaceutical Service now provides an extensive information network, staffed by pharmacists trained in pharmacology and the techniques of retrieving drug data (Leach 1978) . If these personnel are used on an interactive basis, their expertise can quickly result in the physician receiving an evaluated, succinct summary of the data -i.e. information upon which a prescribing decision may be made.
The large number of drugs available makes it very difficult for the Hospital Pharmaceutical Service to provide the level of detailed information equivalent to that available from the researchbased manufacturer of a branded product.
From the early screening of a drug, a company collects data to establish a product profile. Much of this data remains in unpublished form, but it can be retrieved to answer an enquiry. Furthermore, the development of a marketable product involves a multidisciplinary team which may include clinicians, pharmacologists and pharmacists, all of whom have gained knowledge by working with the product over months or years of development. These resources may therefore be tapped by contacting the Medical Information Department of the majority of pharmaceutical companies (Buckland 1977 , Kenny 1977 .
A medicine can only be marketed successfully by the manufacturer knowing both its useful effects and its unwanted effects -the product profile. The development of this profile brings together, in one place, and with continuity, all the data available on the product concerned. The accumulation and evaluation ofthis data leads to product knowledge. It is this detailed, specialized knowledge which forms the basis of good information and which may be required in answering an enquiry. Specialization of a company's activity into a few therapeutic areas ensures a detailed knowledge not only of the products themselves, but also of the fieldsin which they are used. As the commitment of the pharmaceutical industry to make this service available to prescribers increases, it is to be hoped that physicians will recognize its potential and value and use it when appropriate. We do not use the term 'specific reading retardation' for, as clearly stated in our book, it is not the same entity as developmental dyslexia. Delay in learning to read is only one component in the syndrome of developmental dyslexia.
Without question, skilled treatment of dyslexics is absolutely imperative, but so too is a clear differentiation between primary and secondary cases. I agree that it is a difficult matter, and would add that it requires a wide neurological experience to arrive at the diagnosis. It is, however, allimportant when the matter of prevalence is to be considered. There is no hereditary factor in cases of secondary dyslexia, so it is important to realize whether it can be transmitted. Parents have a right to know the exact diagnosis, and to be reassured when there is no underlying brain damage responsible for their child's delay in learning.
To lump together all varieties of dyslexia is like labelling a patient as a case of headache when it is more correct to say he has migraine or a brain tumour. To a doctor, differential diagnosis is essential.
Mrs Hornsby's comment about 'deep dyslexia' is irrelevant. This is not a diagnosis but merely a label attached to a particular aphasiological symptom which is sometimes mimicked by dyslexics. Yours faithfully MACDONALD CRITCHLEY
I May 1979
General practice in inner-city areas (April Journal, p 299) From Dr J H E Carmichael Consultant Radiologist, Broadgreen Hospital, Liverpool L/4 3LB Dear Sir, The national average for the percentage of work in radiological departments attributed to direct referral from general practitioners is about 10%. One would have expected that in inner-city areas the referral level would have been higher than this because the facilities are close at hand.
However, the figure for 1977 for Liverpool Central and Southern District was 4%. For the Eastern District, which has a little less of the city centre~the figure was 5%. The figure from the Cheshire AHA was 15%, and in this AHA the Warrington Health District had a referral rate of 12%. Referral by GPs should not influence the total Work load, but investigations prior to clinic referral should reduce both the number of cases referred to a clinic and the number of visits to ã I i ni c of those who are eventually referred. I have een continually surprised over the years by the low referral rate in this hospital. It has always been below the national average and is dropping. Greater involvement in investigations can only lead to increased clinical satisfaction. I do hope that my general practitioner colleagues will reverse this trend. (Gal & Cooperman 1975) but there are no data on predisposing constitutional or systemic factors. I would like to present evidence that obesity in men and oral contraceptives in women predispose to its development.
The study included healthy young men and W01llen, aged 18 to 44 years, who were subjected to minor surgery, i.e. septoplasty, tonsillectomy and nasal polypectomy. The following data were obtained from their charts: blood pressure oñ d1l l i ssi on, just prior to operation, during the 11ll1llediate postoperative period in the recovery room and after their return to the wards; preoperative height and body weight; use of oral Contraceptives (predominantly low dosagẽ estrogen-progestogen combinations) in women. he Upper limit of normal for diastolic blood Pressure was taken as 90 mmHg (Kaplan 1973). Only patients with normal admission pressures ;.ere studied, and postoperative hypertension was Iagnosed if at least two diastolic readings ex-Cee.ded 90 mmHg. Obesity was defined as body WeIght 10% or more in excess of 'desirable' levels, as established by standard tables (Craddock 1969). Of the 267 men studied, 44 (16.5%) showed tansi ent uncomplicated postoperative hyperten-Sion with diastolic pressures ranging from 92-110 mmHg and pulse pressures ranging from 40-100 mmHg. These abnormal readings varied from patient to patient. In some they were found within IS to 30 minutes of transfer to the recovery room and often persisted after transfer to the ward. In others the hypertension appeared only after transfer to the ward. In all cases the blood pressure was normal within 3 hours postoperatively. The incidence of obesity was significantly higher (P<0.005) in postoperative hypertensives (63.7%) than in normotensives (15.7%) ..Of the 266 women studied, 16 (6.1%) had transient postoperative hypertension similar to that found in the male patients. The incidence of obesity was not significantly different in the postoperative hypertensives (18.8%) and normotensives (15.8%). Oral contraceptive use was significantly greater (P<O.OI) in the postoperative hypertensives (68.8%) than in the normotensives (20.6%).
This study suggests that oral contraceptives in women and obesity in men, factors of established significance in stable hypertension (Crane et al. 1978 , Stamler et al. 1978 
